staff and typists taking seven times more spells of such leave than male administrators, the average length being six times as great. Over five days uncertified leave during the year were taken by 20 % of civil servants, whilst 3 *5 % took between eight and ten days. It can be argued that the privilege of being able to take up to ten days uncertified leave a year actually reduces the total sickness absence. In any case it greatly reduces the demands on GPs to grant medical certificates to cover absences due to minor illnesses. The analysis of the three years experience does not indicate any widespread abuse of uncertified sickness absence. Apart from the regional variation in the average number of days certified sickness leave per person, there is also variation in the average length of illness in the different regions, as shown in Fig 5. No doubt the patient and his circumstances account for part of this, but there may be differences in the regional standards of certification among both hospital doctors and GPs. Certainly, if the average national duration of illness was reduced to that now prevailing in the region with the lowest duration, the gain to the Civil Service and national economies would be considerable. The possibility of achieving this must be pursued, for increasingly the standards for issuing sickness absence certificates are being criticized. Whilst doctors may contend, with justification, that management is primarily responsible for some of the problems of sickness absence, there is no doubt that doctors are very much part of the solution, and, as Jenkinson (1969) has pointed out, no matter what may be doctors' attitudes to sickness certificates they are regarded by employers and the public at large as a control on absence. He suggests that there is need for medical arbitration to ensure that GPs maintain reasonable standards of certification. This is the procedure broadly practised in relation to that large sector of the working population represented by the Civil Service. Indications are that it is acceptable to the employees and to GPs and, as shown in this review, ensures that sickness absence is kept at a reasonable level. My interest in international comparisons of sickness absence was first aroused when, on my return to the United Kingdom after some years in Indonesia, I discovered that refinery workers in Essex took twice as many days off with certified sickness as their Indonesian counterparts. In both places the company, its employment policy, occupational structure and sickness payment arrangements were the same. Objectively, the prevalence and pattern of diseases were different since overseas there were, in addition to the common upper respiratory and other ailments, endemic malaria, tuberculosis and a variety of parasitic and other tropical diseases. These observations forced me to appreciate the importance of distinguishing between morbidity and sickness absence.
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My interest was further stimulated by a fascinating analysis of sickness absence trends presented to this Society by Professor Morris (1965) at one of the early meetings of the newly-formed Section of Occupational Medicine. He showed that the rise in sickness absence rates was matched by other indices of social behaviour and suggested that there had been an important change in social attitudes during the latter half of the 1950s, the era in which 'I'm all right Jack' and 'You have never had it so good' became part of the British vocabulary.
Finally, during a visit to Poland in 1968, I was struck by the widespread concern expressed by industrial doctors that sickness absence rates were rising steadily year by year despite the very definite improvements that had been achieved in objective measures ofcommunity health. National rates of sickness absence kindly provided by the Polish Ministry of Health showed levels not unlike those in this country and also showed that the increase in rates over a 16-year period had been similar to the British experience.
International comparisons of morbidity are difficult to make with any degree of validity (World Health Organization 1968), but in carefully defined circumstances they have been shown to be possible (Committee for International Collaborative Study of Medical Care Utilization 1968). Comparisons of sickness absence are even 'Present address: Post Office CHQ, 23 Howland Street, London WI more difficult. A complex chain of events leads to the production of the figures, and the criteria at each link can differ widely from one place to another. In essence, this chain consists of the population at risk, the disease processes, the patient's decision to report his condition to a doctor, the decision to stay away from work, the necessity of obtaining a medical certificate and, finally, the acceptance by the recording authority that the particular spell of absence meets the legal and administrative requirements for inclusion in the sickness absence statistics. Enterline (1964) attempted to allow for the different rules of national social insurance systems in estimating average daily point prevalence rates of sickness absence for the employed population of several countries for the year 1956. His estimate of 4-3 % for Great Britain made no allowance for the substantial figure for persons permanently unfit, which remains in our national statistics until they reach pensionable age. On the other hand his estimate of 19 % for the United States was based on data obtained by the Bureau of the Census from doorstep interviews of persons currently holding jobs.
International Trends
Largely because of these difficulties, I avoided making any direct comparisons between countries when noting the trends in sickness absence rates from nine countries from the early 1950s to 1967 (Taylor 1969) . Within each country there had been a rise, and the effects of the influenza pandemic of 1957 were remarkably similar. Over the years, however, the rise in Britain had been exceeded relatively by the rises in Sweden, Italy, the Netherlands and West Germany. Recently I have obtained enough information to update these figures to 1968 and 1969. The results (Table  1) show that the rising trend in both frequency and severity of reported sickness absence rates has continued in most countries.
Two countries have changed their administrative arrangements in this period. The Swedish system has for many years allowed self-certification by the patient for the first week of absence. In 1967 the Swedes reduced the three 'waiting days' (which Britain at present retains) to one. As this one day is that on which the incapacity is reported by telephone, and is usually one on which the patient has worked for part or most of the time, the change amounts to the total abolition of waiting days. In the Netherlands, where medical certification is the responsibility of insurance company doctors and not of GPs, the arrangements were changed in 1967 to allow the first two weeks of incapacity to be authorized by lay sick visitors employed by the insurance companies. The figures indicate that thfse changes have been associated with substantial rises in Taylor 1969) sickness rates. The rates in the three communist countries listed in Table 1 have risen the least over the years. The fall recorded in the Czechoslovak severity rates was, however, due to the transfer since 1957 of permanently unfit to a disability register, and the figures have remained steady since 1958. It may be relevant that these three countries have highly developed national occupational health services and that, wherever possible, the factory doctor must certify the incapacity. To attempt direct comparisons it is therefore necessary to select an arbitrary definition of a sickness absence rate and adjust reported rates accordingly. The definition selected for the purposes of this paper is the average number of calendar days of absence, due to sickness or injury, per person at risk for the year 1968 (for Great Britain the year ending June 1, 1968), the maximum duration of a spell of incapacity being one calendar year. In reaching estimates for different countries, it was necessary to adjust the reported rates in various ways. Each adjustment is open to errors of approximation and the final estimates cannot be claimed to be accurate to the day. Table 2 shows the estimated average number of calendar days of absence in eight European countries, compared with the reported rates. In Great Britain the incapacity due to an industrial injury is separately recorded for the first 26 weeks, whilst the other countries all include both sickness and industrial injuries in their figures. If in Great Britain the incapacity continues beyond 26 weeks the subsequent days are counted under sickness benefit figures. Days of incapacity are counted on the basis of a six-day week with a maximum of 312 in one year. The long-term sick who remain on the books until they reach pensionable age exert a heavy bias on the annual figures and adjustment of the rates by excluding absences that last more than one year reduces the average figure from 161 to about 11 days per person. This, with the rate for injury benefit adjusted to a calendar year basis, then becomes about 14 days. Finally, a small increment is required to allow for the unrecorded short spells of incapacity. From the experience of industry and commerce it seems that these involve an increase of about 5 %, which leads to a final estimate of about 15 days.
The adjustments for the Netherlands are less complicated, since short spells are already included and the maximum duration of an absence is one year. The published rate of 5 72 % (known as a 'risico percentage') refers to the proportion of time lost based upon a 260-day year. This amounts to 14-8 days out of 260 and the equivalent in calendar days is 21. Adjustments for the other countries which transfer long-term sick off the sickness statistics after varying periods of time have been based upon the known distribution of durations of spells of incapacity where these have been obtained.
For most of these countries there is a striking similarity in the average amount of sickness absence per person per year, about 15 calendar days. The high figure of 21 days estimated for the Netherlands must be seen in relation to the figure of about 18 days for both 1966 and 1967 and it is tempting to speculate on the relationship between this rise and the removal of the requirement to get a medical certificate for the first two weeks of absence. The low rate for Yugoslavia contrasts with the findings of the Committee for International Collaborative Study of Medical Care Utilization (1968), which showed the population of Smederevo to have considerably higher rates for days of limitation and of disability than those for Chester, UK and Chittenden, US. However, neither of these measures is equivalent to sickness absence. It may also be relevant that the pattern of causes of sickness absence in Yugoslavia differs from that in all the other countries in this survey. Whereas the group of infectious and parasitic diseases is usually low on the list, in Yugoslavia in 1964 it was the most important group, causing 7-43 million days. All injuries were second with 7 39 and respiratory diseases third with 6-92 million days of sick leave.
Changes in Diagnostic Pattern
The substantial changes in the main causes of certified incapacity in Great Britain have recently been described (Connelly 1970 , Whitehead 1972 ). Some of the biggest increases observed have been in minor injuries, nervousness, debility and headache, and the cardiovascular diseases. It therefore seemed relevant to see whether other countries had experienced similar changes. Unfortunately it has not so far been possible to get strictly comparable data from all the countries included in this survey. For Czechoslovakia the changing diagnostic pattern of sickness absence between 1958 and 1967 has been described by Stritesky (1970) , who has demonstrated substantial rises in the group of psychological diseases, in ischemic heart disease and non-occupational injuries, coupled with falls in the rates for tuberculosis, septic skin condition and occupational injuries.
At present I have only been able to obtain information about days of incapacity by diagnostic group for both 1955 and 1966 from West Germany and Italy. Within broad diagnostic groups in West Germany the greatest rise has occurred in cardiovascular diseases, which increased in 1966 to 172 % of the 1955 rate; next was a heterogeneous group including musculoskeletal conditions and symptoms, which rose to 153 %, whilst allergic, psychological and digestive conditions rose to 130%. Falls were recorded in all injuries (although these cause more days of absence than any other group), infectious and skin diseases. The situation in Italy has been somewhat different, the biggest rise being noted in psychological conditions, up to 416 % of the 1955 level. In second place came symptoms and ill-defined conditions, with a rise to 206 %, and in third place musculoskeletal conditions, which rose to 182 %. Injuries and cardiovascular diseases also rose substantially to 167 % and 143 % respectively. As in other countries, skin diseases and infections both showed substantial falls.
Conclusions
It seems reasonable to conclude from the evidence at present available that over the past two decades there have been substantial rises in certified sickness absence in several countries of Western Europe, in the United States, and to a lesser extent in Eastern Europe. These have been accompanied by important changes in the diagnostic pattern of absence, in which the fall in days lost due to tuberculosis, skin and urinary diseases has been more than matched by rises in ill-defined conditions, cardiovascular and psychological diseases, and non-occupational injuries.
When attempting to compare sickness absence rates of different countries it is important to understand that the proportion of the working population covered by the statistics differs from one country to the next. Thus the estimates cannot be taken as measures of absence for the countries as a whole, just as sickness absence rates are not valid measures of objective morbidity. Nevertheless the estimates described in this paper suggest that countries with more liberal attitudes towards medical certification of incapacity have the highest rates.
